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INTRODUCTION 

The earliest record of inguinal hernia dates back to 

around 1500 BC in ancient Egypt.1 Hernia may be 

generally defined as the protrusion of an abdominal 

viscus outside the abdominal cavity through a natural or 

acquired defect. As Sir Astley Paston Cooper stated no 

disease of human body, belonging to the province of 

surgeon, requires in its treatment a better combination of 

accurate anatomical knowledge with surgical skill than 

hernia in all its varieties.2 A thorough knowledge is a 

must for a surgeon. Sir John Bruce of Edinburgh said: 

“The final word on hernia will probably never be written. 

In collecting, assimilating and distilling the wisdom of 

today we must provide a base from which further 

advances may be made.3 

Inguinal hernias account for 75% of abdominal wall 

hernias, with a lifetime risk of 27% in men and 3% in 

women.4 Indirect hernia outnumber direct hernia by about 

2:1. 

Many types of hernia repair are described, traditional 

methods like modified bassini’s repair, shouldice repair 

and lichtenstein mesh repair and now laparoscopic mesh 

repair.5 Many comparative randomized trials have 
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showed that in open hernia repair, lichtenstein tension 

free repair is superior to traditional tissue approximation 

methods.6,7  

Lichtenstein’s tension free mesh repair is the most 

commonly performed in open inguinal hernias.  

The present study was done by comparing Lichtenstein 

Repair (LR) v/s posterior wall repair (PR) + mesh repair 

(MR) of direct Inguinal Hernias and its outcome like 

postoperative complications and recurrence rate. 

METHODS 

This prospective comparative randomized study was 

conducted in Sarojini Naidu Meddical College, Agra 

where patients of unilateral male direct inguinal hernia 

was included. Age is between 18 to 60 years. The study 

was conducted from January 2106 to June 2017 (eighteen 

months).  

Indirect inguinal hernias, congenital hernias, hernia in 

pregnant women, recurrent hernias and femoral hernia, 

history of lower abdominal surgery previously were 

excluded from the study. 

A total of 60 patients were taken and divided into two 

groups (A & B) randomly of 30 each. In group A patients 

were operated by LR and in group B patients were 

operated by PR+MR and followed up for a period of six 

months. 

The diagnosis was based on clinical findings and 

confirmed intraoperatively. Routine investigations, for 

the fitness of the patient to undergo surgery. Spinal 

anesthesia was used in both groups. Intraoperative Foleys 

catheter was placed. 

For all cases, a classical incision i.e., 2 cm above and 

parallel to the medial three fifths of the inguinal ligament 

(right or left side based on side of hernia). External 

oblique aponeurosis is identified and incised along the 

direction of fibres. Cord is identified, and sac is separated 

from cord structures.  

In group A mesh was placed over it and fixed to inguinal 

ligament below and to the conjoint tendon above with 1-0 

prolene interrupted sutures with key stitch to the 

periosteum of symphysis pubis.  

In group B posterior wall repair was done by modified 

bassini repair (conjoint tendon was approximated to 

inguinal ligament) followed by mesh placement and fixed 

to inguinal ligament below and to the conjoint tendon 

above with 1-0 prolene interrupted sutures with key stitch 

to the periosteum of symphysis pubis. 

In postoperative period, inj diclofenac 75mg BD was 

given for 48 hours to both the groups for pain relief. 

Postoperatively patients were evaluated for pain, 

haematoma, seroma and infection.  

Suture removal was done on 10th postoperative day. Two 

patients were lost in group A and four patients in group B 

on follow up. Postoperative follow-up was through 

physical examination and through telephonic 

conversations. All patients were followed up for six 

months postoperatively with regular follow up monthly 

for first three months, then at 6 months to see any 

postoperative complications. The outcomes of the both 

techniques were compared.  

RESULTS 

Mean age was 48.3 years in group A and 49.5 in group B. 

In group A 21 cases is of right side and 9 of lest side. In 

group B 19 cases of right side and 11 of left side. The 

mean duration of surgery for group A is around 29.34 

min and group B is 46.28 min. 

Table 1: Site of hernia. 

Site of hernia Group A Group B 

Right 21 19 

Left  9 11 

Table 2: Duration of surgery. 

Duration of surgery Group A Group B 

Time (mean) 29.34 min 46.28 min 

Table 3: Post operative pain. 

Days Group A Group B 

Day 0 4.3 4.7 

Day 1 2.4 2.6 

Day 3 1.3 1.6 

Day 7 1.2 1.3 

The pain was evaluated using Visual Analog Score 

(VAS) not significant in both groups on day 1, 3 and 7. 

There was 1 (3.3%) recurrence in group A and no 

recurrence in group B at the duration of six month. Post 

operative complications like hematoma was none both 

groups. Seroma collection was one (1) in both groups. 

Post operative infection was one in group A and two in 

group B. Postoperative stay was comparable in both 

groups. 

Table 4: Post operative complications. 

Complications Group A Group B 

Haematoma 0 0 

Seroma 1 1 

Infection 1 2 

Recurrence 1 0 

Retention of urine 1 2 

Pain at six month (VAS) 0.6 1.1 
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Table 5: Postoperative stay. 

Duration Group A Group B 

Days 3.2 days 3.4 days 

DISCUSSION 

Despite the fact that inguinal hernia repair is the most 

frequent procedure in surgical practice and lots of repair 

types have been described, efforts to find new techniques 

have not come to an end, yet. The main factor underlying 

these searches is to decrease the rates of recurrence. 

Additionally, applicability, complication rates, hospital 

stay, labor loss, and overall cost-effectiveness of the 

techniques have been questioned in the recent years. In 

these studies, tension-free repair with synthetic mesh has 

been reported to be superior to other modalities, in both 

open and laparoscopic surgery.8 The recurrence rate for 

inguinal hernias after doing primary repair is about 0.5% 

- 10%.9,10 In present era the indication for Bassini’s repair 

is the conditions where mesh is contraindicated like 

infection. The Lichtenstein technique is an ideal hernia 

repair with low costs, high patient comfort and suitability 

for day-surgery.11      

In this study direct inguinal hernia was included because 

abdomen muscle is lax and has poor abdominal muscle 

tone. For this reason a proper strengthening of posterior 

wall of the inguinal canal is important. 

We compared lichenstein tension free mesh repair (LR) 

v/s modified Bassini repair and posterior mesh repair (PR 

+ MR). In this study, we made an attempt to give highest 

possible strength by combining modified Bassini’s+ 

posterior mesh repair. Generally direct hernia defects in 

old age are large and in open method, it is not easy to 

cover the large defect with mesh. So, this method was 

used to cover the defect by modified Bassini’s repair and 

reinforced by posterior mesh repair. Mesh will give 

additional protection to abdominal muscle. In present 

study all surgeries were performed by a single surgeon, 

so that there would not be any difference in the outcome 

of study. 

All patients were above 50 years of age, and the most 

representative age group was from 61-70 years, with 32 

patients. Direct hernia was seen in 30 patients (52.63%) 

and indirect hernia was seen in 27 (47.36%) patients.12 

Direct inguinal hernia is more common in adult 

population as in present study. 

For over a century, the success of inguinal hernia repairs 

is evaluated with their recurrence rates. In a study 

including 1098 patients by Kark et al, Lichtenstein 

procedure was reported to have a recurrence rate of 

0.1%.13 Bellone et al found the same rate following their 

tension-free repair as 0.8% in 119 patients.14 

McGillicuddy compared Lichtenstein and Shouldice 

techniques and found the recurrence rates as 0.2% and 

1%, respectively.15 Koninger found recurrences rates of 

0.3% following a tension-free repair.16 Amid et al studied 

4000 patients and followed them up for 5 years and found 

the recurrence rates as 0.1% in their clinical trials.17 In 

present study there was recurrence of 1 (1.6%) in 60 

cases which is comparable with above studies. 

Aasvang and Kehlet study showed that incidence of 

chronic pain after inguinal herniorrhaphy was 12%.18 

O’Dwyer and colleagues study had found severe or very 

severe chronic post herniorrhaphy pain in 3% of patients, 

which had severe effect on patient’s capacity to do 

work.19 In present study pain was measured using Visual 

Analog Scale. It was between 4-5 on day 0 and 1-3 from 

day 1 to 7. There was no significant acute pain any of our 

cases. Chronic groin pain at six month was also not 

significant in both groups. 

The wound infection rates are around 1-7%.20 In a study 

conducted by Finley RK Jr, the urinary retention is 

around 0.2% to 13% based on anaesthesia.21 Injury to vas 

deferens is 0.3% in adults and 0.8-2% in children.22 

Atrophy of testis is seen in 0.5% of primary hernia repair 

and 5% in recurrent hernia repair.22 

In present study wound infection was in 3(5%) and 

retention of urine was also 3(5%). 

CONCLUSION 

There can be variations in the incidence of pain, 

recurrence, complications due to many factors like age, 

gender, co-morbid illness, experience of a surgeon, 

duration of surgery, method of repair, and mode of 

anaesthesia. PR+MR were comparatively better than only 

LR in direct inguinal hernias because of less recurrence 

but large group study is needed for final conclusion. 
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